"It isn't true, couldn't be; there must be other variables not taken into account that confound the results. " This was the remark of an incredulous psychiatrist colleague to the statement that there is reasoned evidence of inequalities in health care based on patient gender. His reaction aligns with that of health professionals' and researchers' longing for simplicity in outcomes and also with a contemporary style of data analysis. It 
A two way view of gender bias in medicine M Teresa Ruiz, Lois M Verbrugge "It isn't true, couldn't be; there must be other variables not taken into account that confound the results. " This was the remark of an incredulous psychiatrist colleague to the statement that there is reasoned evidence of inequalities in health care based on patient gender. His reaction aligns with that of health professionals' and researchers' longing for simplicity in outcomes and also with a contemporary style of data analysis. It assert that there is a psychosomatic component in women's complaints.'5 High rates of prescribing tranquillisers to women have been cited as a practice that both assumes and creates gender differences. '6 Health professionals and society at large assume that women enjoy better health status than men. This stems from knowledge of men's higher mortality rates and lower life expectancy. Greater research interest in the diseases that cause high mortality among men reinforces myths that chronic diseases in general are more severe, frequent, and fatal in men.'0 This perspective completely ignores the fact of the higher prevalence in women of non-fatal chronic conditions which negatively affect their functioning and wellbeing during their adult years, including the "extra" years of life. Women have higher rates of morbidity and disability during life than men do, largely because they accumulate non-fatal conditions more than men do.
The outcome of the two views Like a polarised lens, gender bias can arise from two views -one assuming equality where there are genuine differences and the other assuming differences where none may exist. The views originate in a biomedical model that assumes equality for physical health problems and inequality for emotionally-toned ones and self expressed health. Focusing on risk factors prominent in men's lives sidesteps potentially important risks that are prominent in women's lives. In short, a full view of the social factors that underlie disease onset, patient-physician relationships, and health behaviour is needed to find the basis of gender differences. By contrast, a partial view leaves women out or misconstrues their genuine health risks and profiles.
Consequences of gender bias
There are serious and important consequences of gender bias for women's lifetime health. We discuss three that relate to medical knowledge, clinical management, and health services delivery.
The first consequence stems from incorrect assumptions of no gender difference in disease experience. With most research attention devoted to fatal chronic conditions and the resulting knowledge used to develop medical therapies that influence them, non-fatal chronic conditions are left "as is". A better balance and reorientation of disease-specific research is needed so that conditions that predominate in women, such as arthritis, are given appropriate attention.'7 Research on non-fatal conditions will ultimately benefit men who, if they live long enough, eventually acquire the same repertoire of non-fatal problems. Recalling the argument that women need to be included in studies of fatal diseases, here we argue that one must be sure men are included in research studies of non-fatal ones!
The second consequence originates in the assumption of no gender difference in disease We updated the review using the same bibliographic database (Medline). The pace has quickened, with 21 papers published in journals between 1992 and 1995.2426-5 Seventeen deal with gender bias in diagnosis and therapy for cardiovascular diseases. The others are on abdominal aneurysm repair, anti-asthma drugs, orthopaedic surgery for degenerative arthritis, and referral to specialists and access to emergency care (one paper for each topic). This publication growth aligns with rising social and scientific interest in gender differences and inequities. Silence is the main enemy of gender inequality, and it seems to be breaking.
The great majority of studies noted above (which our readers may wish to consult) show evidence of gender bias in the health care process. The work has been conducted by social scientists and, more recently, also by medical practitioners concerned about specific diseases. There is little participation in this research by epidemiology and public health researchers. Contributions from these people would improve the statistical methods used and interpretations of secondary data, and also bring new data and thinking to the matter. The current near-monopoly of cardiovascular health problems in the topic would also be altered, with other health problems brought into consideration. (We note that the initial work on gender bias in health care for cardiovascular conditions was applauded, rather than criticised, and this gave researchers confidence to follow the path with further research.)
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